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Abstract

MATERNAL PERCEPTION OF THE NEONATE

by Linda Bertucci

The purpose of this study was to determine the maternal perception

of the neonate in two groups of patients. The Broussard Neonatal Percep
tion Inventory was used to measure maternal perception. The Inventory
was modified by the researcher for use with both primiparae and muitiparae.

The control group consisted of fifteen mothers receiving traditional postpartum care in the hospital setting. The study group was composed of

fifteen mothers who, prior to delivery, chose to participate in an earlydischarge program. In the early^discharge program the patient and her

newborn returned home twelve to twenty-four hours after delivery with home

follow~up by the perinatal nurse. The results of the study demonstrated
no statistical difference in maternal perception of the neonate in the

study group as compared to the control group.

It was concluded that

mothers participating in this non—traditional postpartum program could be
expected to do as well in relating to their neonate as mothers choosing
traditional postpartum care in the hospital.
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Chapter 1

BACKGROUND AND NEED FOR STUDY

With the increasing costs of hospitalization and medical care, the

length of the hospital stay for the postpartum patient has progressively
decreased. Along with rising medical costs, many professionals and parents
question whether the hospital is the best place for a new mother and baby
to become acquainted (Bradley, 1974; Montgomery, 1961; Rising, 1974). In

addition, there have been a small but significant number of parents opting
for home deliveries (Rising, 1974; Vital Statistics Bulletin, Orange County,
California, 1976).
In response to these trends several alternate methods for birth

and the postpartiim period have been implemented in various parts of the

country. In Ne;w York a "Homelike Delivery" Center was opened by the
Maternity Center Association in 1975, offering a homelike setting for
childbirth followed by discharge in twelve hours (Pollner, 1975). In

Milwaukee the ."New Life Center" also features a homelike atmosphere,
family participation in childbirth, individualized teaching and home visits
by nursing staff (Timberlake, 1975).

In California the position of the Department of Health is that

"prospective parents should . . . be supported in any decisions regarding
the management of the pregnancy and delivery that cannot be shown to
appreciably increase the risk of death or disability to the mother and

child" (Cunningham, 1976, p. 1). A variety of alternate birth programs
are currently available throughout the state. In San Francisco, Mt. Zion
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Hospital and Medical Center features an "Alternative Birth Center" which

combines the comforts of home with the safety of the hospital.

A pilot

project at Mendocino Coast Hospital offers similar facilities and full

participation by siblings in the birth of the new baby.

In Orange County

approximately one per cent of all births occur at home attended by phy

sicians, nurse-midwives or lay midwives (Vital Statistics Bulletin, Orange
V

County, 1976). In addition, Santa Ana-Tustin Community Hospital features

a birth room and early-discharge as an alternative program. Saint Joseph
Hospital in Orange offers an early-discharge program in which the maternity
patient may deliver in the safety of the hospital setting and go home as

soon as she and the baby are physically stable. Perinatal nurse follow-up
in the home is part of the program. •

Early discharge from the maternity unit is a relatively recent
feature of the alternative birth program.

Recent statistics from one such

program in a controlled study reported "the control and study groups had

no significant differences or trends in numbers or types of morbidity
during hospitalization or the six-week postpartum period" (Yanover, 1976,

p. 702). Mehls in a similar study reported that a "self-selected popula
tion giving birth without obstetrical analgesia and anesthesia and meeting
the criteria of the study can be discharged with their infants from the

hospital within 2-3 hours following delivery without significantly in

creasing the risks to them or their infants. . ." (1976, p. 106).
None of the studies to date have evaluated the effect of the

increased responsibility placed on the mother who chooses early discharge
and its effect on her identification, either positive or negative, and
attachment to the neonate.

The literature reports .other reasons why new

3

mothers in today's society may be less able to adequately care for the
newborn. Some of these reasons include the loss of extended family
support due to frequent moves and the curtent trend towards isolated

nuclear families in our culture. In addition, the professional attitude

that birth is a high—risk medical condition and the lack of prior prepar
ation or education for parenthood may also affect maternal identification

with the neonate (Benedek, 1956; Bronfenbrenner, 1974; Clark, 1966; New
ton, 1963).

Although data available at present indicates that it appears phy
sically safe for the mother and baby to leave the hospital shortly after
birth, further study is needed to determine if early discharge interferes

with or promotes a new mother's positive identification With or perception
of the infant.

statement OF THE PROBL^^

To measure and compare the maternal perception of the neonate of

early—discharge patients (study group) and normal—stay patients (control
group).

PURPOSE OF THE STUDY

To determine the maternal perception of the neonate of fifteen

early-discharge patients as compared to fifteen normal-stay patients at
one month as a predictor of the mother's long-teriD identification with
her infant.

HYPOTHESIS

There will be no difference in maternal perception of the neonate

as measured at one month between early—discharge patients and normal—stay
patients.

DEFINITION OF TESIB

Early-Discharge Patient (Study Group)

A patient who me^ts the criteria for low risk (see Appendix A),
enrolls in the early-discharge program, leaves the hospital 12-24 hours
post delivery, and receives follow-up by the perinatal nurse at home.

Normal-Stay Patient (Control Group) "

A patient who meets the criteria for low risk, who remains in

the hospital with her baby more than 24 hours post delivery and has not

enrolled in the early-discharge program or attended the early-discharge
class. This group receives no follow-up by the perinatal nurse.

Maternal Perception of the Neonate

The Broussard Neonatal Perception Inventory 1 and 11 were used to
1

measure maternal perception of the neonate.

The Inventories "represent

a measure of the mother's perception of the average baby and her own baby"

(Broussard and Hartneri 1971, p. 434). The behavioral items included in

the Inventories were: crying, spitting, feeding, elimination, sleeping
and predictability. In earlier tests the tool, when administered at one

month, proved to be a predictor of the child's subsequent emotional

■ :

■ ■
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development and a predictor of infants at high risk for future problems
(Broussard and Hartner» 1971, pp. 440-441)/

LIMITATIONS OF THE STUDY

1.

The small sample size.

2. The control group was randomly selected and the study group
was self-Selected.

3.
the study.

The possible bias of researcher who evaluated the results of

Chapter 2

REVIEW OF THE LITERATURE

In order for the nurse to evaluate the perception of a new mother
in identifying with her infant she needs to understand several factors

important in the transition to parenthood.

These include an understanding

of the development of motherliness, the evolution of the maternal-infant
attachment process and obstacles in the transition to motherhood.

Also

important is an understanding of the needs of postpartum mothers and the
role of the nurse in meetinjg the mother's heeds.

A classic definition of motherliness is "the characteristic

quality of a woman's personality which supplies the emotional energy for
maintaining the tasks of mothers" (Benedek, 1956, p. 275).

The develop

ment of motherliness is both, a learned and biologically fostered phenomena
which is also affected by cultural factors.

Maternal behavior as a learned

behavior is constantly "evolving, and changing, largely dependent on the
nature and kind of intimate interpersDnal experiences and on the individual

mother's evolving self concept" (Rubin, 1961, p. 684).

The self concept

is achieved psychologically through the operations of taking-on, takingin and letting go, in which mimicry, role play, fantasy and introjectionprojection-rejection are used until identity is achieved (Rubin, 1967,
pp. 240-243.
Biologically motherliness is believed to be fostered through the

action of hormones and the effect of the newborn in eliciting their

secretion. "Breastfeeding the infant or having him lick her (the

mother's) nipples leads to the release of oxytOcin. . . . Prolactin
has also been shown to increase in response to the infant's touch on

the nipple, which induces the alveoli to secrete milk" (Klaus and Kennel,
1976, pp. 78-79).

Thus, motherliness can be viewed as both an acquired role and a

biologically-fostered drive.

The end product is a feeling that the child

belongs to the mother and is identified with the positive qualities the

mother considers "are part of herself and her life" (Robischoh and Scott,
1973, p. 110).

MATERNAL-INFANT ATTACHMENT PROCESS

Robson states that "maternal attachment is the extent to which a

mother feels that her infant occupies an essential position in her life"

(1970, p. 977).

It is composed of a feeling of love, sense of possession,

devotion, protectiveness, concern for the infant's well being, and a posi

tive anticipation and pleasure in the prolonged contact (Robson, 1970, p.
977).

Attachment further "refers to an affectional tie that one person

forms to another specific individual and in the case of the child has the

predictable outcome of bringing him and his mother into close proximity"
(Ainsworth, 1969, p. 971).

Bowlby postulates "the child's tie to his mother is a product of
the activity of a number of behavioral systems that have proximity to

the mother as a predictable outcome" (1969, p. 179).

These behavioral

systems "develop within the infant as a result of his interaction with

■
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his environment of evolutionary adaptedness, and especially of his
interaction with the principle figure in the environment, namely his

mother" (Bowlby, 1969, p. 180). "The ways in which a baby behaves to
wards any person in his vicinity (from birth to eight weeks) included
orientation toward that person, tracking movements of the eyes, grasping
and reaching, smiling and babbling" (Bowlby, 1969, p. 266).
Robsoh has described the importance of eye-to-eye contact and
its significance in the early formation of attachment (1967, pp. 13-22).
In conjunction with eye contact, the 'en face' position has been identi

fied as an attachment behavior.

"En face is defined as the position in

which the mother's face is rotated so that her eyes and those of the
infant meet fully in the same vertical plane of rotation" (Klaus and
Kennel, 1976, p. 56).

Rubin has identified a systematic progression of maternal touching
which proceeds from"finger-tip to whole cupped hand to stroke the baby's

head" (1963, p. 830).

She further states the stage of predominate palm

touching occurs on the third to fifth postpartum days and it is at this
-

time the mother "wants to assume a widening sphere of maternal functions,

other than'feeding" (Rubin, 1963, p. 830).
Morris describes the mother's claiming and identification of her

infant as an active process.

This process is "carried out by mothers

through the use of all their sensory modalities, through identification
of their infants with those positive values which a mother experiences as

of and in herself, in the father of the infant and in those 'good' values
she perceives in the significant relationship figures of their extended

families" (1968, p. 26).
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Broussa.rd and Hartner found that a luother's perception of her

infant in the early postpartum period is in a fluid state. However, by
the end of one month her perception appears to be "set" and is related
to the subsequent developmental and emotional adjustment of the infant

(1971, pp. 440—441). In applying their tool Broussard and Hartner "recog
nized the importance of early maternal-infant attachment to the infant's
emotional development" (Clark, 1976, p. 101). The tool administered at

one month to primiparas proved to be statistically significant in pre
dicting the child's subsequent development. According to the authors
this may reflect;

1) The relatedness of maternal perception to raother-ehild
interactions (if the mother i,s satisfied with her inter
action with her infant and feels rewarded, she is more

likely to respond with a positive perception of her in'fant) and'. ;

2) A relationship between maternal perception and the
mother's ongoing ego capabilities which will foster and
maintain the development of a 'true' object relation

ship with her child throughout succeeding levels of the

child's development (Broussard and Hartner, 1971, p. 441).
In addition to studies measuring maternal perception, other inves

tigators have conducted several studies to determine if early and extended
contact versus routine hospital care affected maternal behavior.

The

results of these studies showed that at one month, one year, two years
and five years there were significant differences between control and

experimental groups (Kennel, and Others, 1974; Klaus, and Others, 1972;

Ringlet, and Others, 1975; Ringler, and Others, 1976). In addition, per

haps the most significant finding was that "children of early contact
mothers had significantly higher IQ's and more advanced scores in two

language tests" (Ringler, and Others, 1976).

;■ /

■
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OBSTACLES IN THE TSANSITION TO MOTHERHOOD

Several factors have been Identified in the literature as

obstacles to the transition to motherhood.
in the context of the present study,

Two factors appear important

the health care system and cul

tural forces.

The Health Care System

'

Several authors have expressed the opinion that postpartum

mothers need much more help and support than they are currently receiving

from the health care system (Broussard and Hartner, 1971; Hogan, 1968;
Rubin, 1976).

Specific deterrents identified in the system include the

high cost of medical care, early discharge from the hospital, and deperSonalization associated with hospital practices (Morris, 1968; Rubin,
1976).

The cost of medical care has steadily increased over the past
several years.

At present in Orange County, California, normal obstet

rical care ranges from $550 to $650.

Hospital charges for labor, deli

very and a two-day stay range from $500 to $600.

Anesthetic fees range

fx-om $150 to $200, and pediatric fees for newborn hospital care range

from $50 to $100.

The total,cost for a normal pregnancy, labor, delivery

and two-day postpartum-neonatal stay averages between $1250 and $1550.

These escalating fees have been suggested as deterrents to parent

ing not only from the aspect of the burden it places on the young family,
but also from the impact it may have in increasing the number of home
deliveries.

This may also increase the nuEiber of mothers leaving the

hospital early without adequate support at home (Ritchie, 1976; Rubin,
1976, U.S. Dept. of Health, 1975).

Early discharge from the hospital has been specifically impli
cated as a deterrent to motherhood (Morris, 1968; Rubin, 1976). This
has been primarily related by Rubin to the lack of adequate support
systems and total reliance on the father.

In her words, "fathers can't

do their job, nurse their wives, and also be resource people and care-

takers of their infants" (Rubin, 1976, p. 151)v

In addition, several

authors have suggested mothers are not ready to take on the caretaking
responsibilities of the newborn until the third to fifth postparturn day

(Joseph and Peck, 1975; Klaus, 1976; Rubin, 1963).

In contrast to this

observation Klaus has nOted that mothers in Denmark feel able to take

care of their infants within six hours following delivery (1976, p. 92).
This observation may support Rubin's concept regarding the type and kind
of support system offered in the United States.

Depersonalization Associated with Hospital Practices

Morris has succinctly stated the relationship of depersonaliza

tion of mothers in relation to the process of maternal claiming or per
ception of the infant.

She states that

. . . Geared as hospital practices are to the physiological
hazards and high spots of delivery and postpartum care, there

is often little time given to mothers for adjusting to their
infants and for infants to become acquainted with their mothers.
Instead, both are asked, at the time of physiological unity
sundered by birth, to adjust to a new and strange hospital sit
uation, peopled by hosts of strangers who are often more inter

ested in 'getting the work out' than in the character of claiming
or disclaj-ming processes which mothers and infants experience
(1968, p. 26).

/ ■
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Clark enlarges on the effects of results of this process when she states

"too often mothers and their newborn infants barely become acquainted
during their hospitalization.

Infection control policies and visits are

governed more by the clock than by the infantsl or mothers* nee^s" (1974,
p. 141).

According to Barnett the three components of mother-infant inter

action most affected by separation in the early postpartum period are,

"1) the timing and duration of contact, 2) the sensory modalities of
interaction, and 3) the caretaking nature of the interaction" (1970, p.
198).

In a study evaluating interactional deprivation, comparison was

made between babies born at home, hospitalized infants, and premature
infants.

It was found that term infants born in the hospital suffer mild

to moderate interactional deprivation (Barnett, 1970, p. 199).

Cultural Forces

Cultural factors affect and complicate the biological processes

of motherhood in two major ways, "by changing the aims and aspirations
of women, thus changing interpersonal relationships between husband and
wife, and by changing the patterns of child care, thus influencing the

interpersonal relationship between mother and child" (Benedek, 1956, p.
277).

Many women today approach motherhood with inadequate skills and
self-confidence, they do not recognize normal newborn behaviors, and are

subjected to unnecessary social demands by friends^ family and neighbors
(Bronfenbrenner, 1974; Clark, 1966).

In addition, other cultural forces

of our society have led some women to feel too "independent to ask for

; ■/
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help or let others know they are in trouble" (Cohen, 1966, p. 569).
Rossi has stated in respect to motherhood,
. . . What has been seen as a failure or inadequacy of individ

ual women may in fact be a failure of the society to provide
institutionalized substitutes for the extended kin- to assist

in the care of infants and young children. It may be that the
role requirements of maternity in the American family system
extract too high a price of deprivation for young adult women
reared with highly diversified interests and social expecta
tions concerning adult life (1964, p. 196).
The increase in nuclear families without extended kin nearby to
offer support, coupled with the inadequacy in our education and family

systems to provide parents with the necessary skills needed for the
transition to parenthood, appears at this time to point to the need for
creative and innovative approaches by health care workers to meet the
needs of infants and mothers.

:

THE NEEDS OF THE POSTPARTUM MO^

Jeffcoate has stated that "motherhood demands adaptation which
is beyond the power of many women who are not suited for having and

rearing babies.

Indeed, only those women gifted with considerable men

tal and physical resilience can tackle motherhood with success" (1961,
p. 8).

Several authors have identified that postpartum patients have

needs for:

1.

Rest (Hogan, 1968).

2.

Comfort (Clark, 1966).

3.

Sustaining human presence (Clark, 1966).

4.

Acceptance (Clark, 1966).

5.

Love (CapIan, 1961; Weismuller, 1976).

6. Support and approval (Caplanv 1961; Rubin, 1976; Weismuiler,

■

1976); ,
7.

■\

Inclusion of the father to maxiiniize his support of the

mother (Morris, 1968; Rising, 1974).

8. Ability to care for infant's needs (Hogan, 1968).
9. Protection (Jeffcoate, 1965).

10. Respect as an adult (Brazelton, 1976; Morris, 1968).
11.

Early infant contact (Morris, 1968; Klaus and Kennel, 1976).

ROLE OF THE NURSE IN MEETING THE POSTFARTUM
NEEDS OF THE FAMILY

Montague states "the primary function of nursing as an affectional variable is that of insuring frequent and intimate body contact of the

infant with the mother" (1971, p. 34). The iiiq)ortance of this nursing
function can be seen When the nurse realizes the pOstpartum period is the
time when the mother is most sensitized to be responsive to her infant.
Separation at this time interferes with the attachment process.
Brazelton has suggested that the professional's role should be

to "support parents to feel secure, and support them in developing aware
ness of their babies' assets as well as deficits" (1976, p. 379).

Joseph

and Peck further define the nurse's role in the postpartum as one of pro
viding ego Support for the mother by listening to her and meeting her
needs first.

The nurse can help the mother attain a feeling Of comfort

with her baby by staying with the mother as she performs infant care
tasks and by complimenting her.

The nurse acts as a role model for the

mother by demonstrating affection to the baby such as cooing, cuddling.
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fondling and talking.

In addition she can.interpret for both the woman

and her husband the normalcy of mood swings, and other physiologic and
psychologic responses.

Also, nurses need to be able to direct the

family to outside help as necessary and make follow-up available after
the family leaves the hospital (Hogan, 1968, p. 344).

Chapter 3

THEORETICAL DEVELOPMENT

Many factors work together to influence the new mother's ability
to take-in, perceive and respond to the newborn as an individual.

Some

of these factors are not readily accessible to intervention or alteration

at the time of delivery.

These factors include the mother's genetic

background, her relations with her husband and family, the planning and
course of the pregnancy, her own mothering as an infant and experiences

in her family (Klaus, and Others, 1*972, pp. 462-463).

There are several

other factors, however, which are more readily accessible to therapeutic
intervention at the time of delivery.

These factors include provision

for meeting the inother's basic needs for rest, bodily comfort, protection,
pain relief, sustaining human presence, ability to care for self and in
fant, early and extended contact, acceptance, love, support and approval.
In the context of our present health care delivery system provi

sion for meeting the needs of the new mother are sometimes less than
optimal.

Indeed the system itself may create obstacles affecting the

mother's ability to form a positive relationship

with her infant.

These

obstacles include:
I

1.

The high cost of medical care.

2.

Early discharge from the hospital without adequate support in

the first month.

3.

Limited physical contact with the infant.

4.

Emphasis placed on High Risk pregnancy with inadequate provision

16
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for meeting the informational and skill requirements of Low Risk or nor
mal mothers.

With increasing recognition of the inadequacy of our health care

delivery system consumers and professionals are attempting to formulate
new approaches to meet the needs of the mother and her infant.

One recent development in maternity care has been a program of

early discharge designed by the Obstetric, Pediatric and Nursing Depart
ments of St. Joseph Hospital in Orange County, California.

The basic con

cept utilized in formulating this program was that healthy mothers and
babies could safely be discharged home in 12 to 24 hours if alternate
support systems were utilized to meet the new mother's needs.

It has been

demonstrated by Yanover and others that early discharge from the hospital
with support is physically as safe as the customary tx^^o to three-day
hospital stay, in low risk patients.

However, no one has evaluated the

effect of early discharge on the process of attachment.

In this study evaluation of the effect of early discharge on

maternal perception of the neonate was undertaken. Patients in the earlydischarge program x^ere compared to normal-stay patients.

Services offered

by the early-discharge program endeavored to meet the mother's basic postpartum needs and minimize the obstacles as discussed earlier.

Several factors inherent in the early—discharge program studied

would appear to offer new mothers an alternative postpartum system x^hich
would meet her needs.

Assuming the new mother's needs were met as a result

of the early-discharge program, one could expect her perception or attach
ment to the newborn to be as positive as mothers receiving the routine care
currently offered in hospitals. In addition, certain provisions of the
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program might eliminate some df the obstacles identified in the litera
ture, thus enhancing the process of attachment.

Those factors identified

in the program which support Or promote the mother's ability to proceed
in the process of-positive attachment include;
1.

Decreasing the cost of hospitalization.

2.

Providing for extended contact between mother and infant.

3.

Ensuring consistent professional contact.

4.

Minimizing disruption of the family unit.

Each of these factors will be discussed in more detail.

DECREASING THE COST OF MEDICAL CARE

The high cost of medical care has been identified ass a potential
obstacle in the transition to motherhood.

The early-discharge program,

by allowing healthy mothers and infants to leave the hospital in 12 to 24

hours, contributed substantially in reducing total costs.

The savings

per family were in the range of $250 to $500.
In addition to the financial savings attributed to early discharge,
the impact emotionally on the family was also a potential benefit.

One

can hypothesize that if a mother, required to stay in the hospital for

normal observation, spent part of her time worrying about how the family
was going to meet the expenses she would have less energy and emotional
strength to devote to the process of attachment.

EXTENDED CONTACT BETWEEN MOTHER AND INFANT

The review of the literature cited several studies which demon-

strated the importance of early and extended contact of the mother with

■

19 •

the infant and the importance of the mother's perception of her infant
as measured against her perception of the average baby. "The mainten
ance and development of any relationship iis dependent on a continuous pro

cess of identifying what the partner feele, thinks and wishes.

Such

feelings provide for betterunderstanding and interpretation of present

behavior and for anticipation of future behavior" (Rubin, 1964, p. 38).
In addition, Choi has stated "the more contact with the infant,

the more parental confidence is built" (1976, p. 12).

Morris has further

stated, "much better (for facilitating family growth and development) is
the preventative approach in which mothers, with support from the world
about them, undertake management of infant care, solving the tasks of

motherhood and promoting infant growth and learning in the context of
rewarding positive mother-infant unity" (1968, p. 31).

The early-dis

charge program, by providing for ropming-in during the first 12 to 24
hours post delivery followed by discharge of the mother from the hospital
with subsequent unlimited contact with her infant, should have promoted

the mother's relationship with her infant and thus affected her percep
tion in a positive way.

ENSURING CONSISTENT PROFESSIONAL CONTACT

Health care can be viewed as consisting of two basic kinds of ser

vices and activities: "those expressive, emotionally supportive behaviors
referred to as care, and those involving diagnosis and treatment of ill

ness . . . which we call cure" (Linn, 1974, p. 641).

The result of

research suggests that nurses in the expanded role may be preferred for
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well care and are indeed able to detect abnormal signs and symptoms indi
cating an illness (Bailit, and Others, 1975, p. 155).

In addition, several authors have suggeisted the current system of

nospital care in which the patient comes in contact with many different
caregivers is depersonalizing, confusing and stressful to the new mother

(Joseph and Peck, 1975} Morris, 1968). Provision of one. nurse whose role

was to help the mother in the transition to parenthood would appear to

provide more continuxty of care and decrease the amount of energy the
mother needed to expend in relating to people in her environment. The

skills utilized by the nurse in assisting the mother in the p'rocess of

infant identification included the use of ego support, clarification,
modification of the environment and anticipatory guidance. The Family
Health Clinic in Boston demonstrated that:

1. Ego support helps the family to identify, validate and fortify
their own emotional strengths" (Kenning, 1968, p. 88).

2. ■Clarxfication helps the family or xndividual members to recog
nize the meaning of verbal and non-verbal communication.

3. Modification of the environment helps with the adjustment of
relationships by all family members.

4. Antxcipatory guidance (either informative or praventative)

consists of the recognition for information and/or the skillful conveyance
of such information (1968, p. 88).

The role of the nurse in meeting the needs of the low risk post-

P^^bum mother uxilizing the expanded role concept, contact with one pri
mary professional, and the principles as developed by the Health Clinic
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in Boston may provide more continuity of care for the new mother and pro
mote a less stressful transition to motherhood.

If the experience of

taking-in, perceiving and responding to the new infant occurred under
less stressful conditions, ope could hypothesize the mother would be able
to develop a more positive perception of her infant than she would other
wise have developed.

MINIMIZING DISRUPTION OF THE FAMILY UNIT

"Human loving is a social phenomena in which the child from the

point of conception onwards must be htimanly sponsored by both parents in

a family setting if all are to prosper" (Deutscher, 1970, p. 21). The
birth of the child ushers in a brief period of time in which new roles

and status must be defined by each family member (Rubin, 1964, p. 36).

The danger during this brief transition period lies in family members

failing to identify in a positive manner with the newborn thus viewing
him as a rival or intrusion.

In view of this concept recent authors have stressed the impor
tance of limiting as much as possible the disruption of the family unit

during the transition to parenthood (Brazeltoh, 1976; Choi, 1976; Rising,

1974). Rising has stated "a family is helped by an atmosphere throughout
maternity that encourages full family participation" (1974, p. 873). Her

definition of family participation includes father participation in the

birth and recovery processes and sibling participation in the postpartum

period (1974, p. 873). It is felt by Rising that the nurse, through the
use of observation, time, and laying on of hands, can enhance and strengthen
the consolidation process within the family unit (1974, p. 874).
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Greenberg and Morris have suggested the role of the father as an
active participant in maternal and infant care may enhance his identifi

cation with the baby and diminish feelings of rivalry (1974).

In addition,

Deutscher^s work suggests that close alliance in marriage evolv.es from
each partner nurturing the other when one communicates fear, anxiety or
discomfort (1970, pp. 21-32).
In regards to siblings. Rising has observed that when siblings are

encouraged to visit their mother and the new baby in the hospital, they
continue to feel part of the family unit and thus do npt suffer the loss

of self esteem that follows family disruption '(1974, p. 874).

It can be

postulated that by allowing the mother to return home shortly after delivery
with the new baby the process of relating to the new baby may be enhanced
for siblings.

At least siblings need not view the baby as someone who

suddenly took their mother away.

Early discharge, by allowing mothers to return home, may have

fostered the maternal transition to motherhood by providing less disruption
of the family unit and enhancing in a positive manner the father's role

and sibling participation.

By allowing the mother to have access to people

she cared about and with whom she had a close affectional bond, she would
have been able to relate to her infant in an environment more conducive to

her emotional needs.

Clark supports this idea by stating, "it is a sound

principle that a person in a threatening situation may receive greater sup
port from a family member" rather than an ever-changing group of health
professionals (1966, p. 803).
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SUMMARY

Two pximary factors have been identified as important influences
on the new mother's ability to form a positive perception of her newborn.
One factor relates to mechanisms intrinsic to the mother herself such as

her genetic background. These contributions to the mother's ability to
relate to her infant are not readily accessible for intervention.

The

second group of factors such as maternal need for support can theoretically
be utilized in aiding a mother in the transition to motherhood.

The program studied attempted to meet the needs of the postpartum
mother In her own home by providing four basic components of care.

The

components included decreasing the cost of hospitalizatibn, providing
extended contact between mother and infant, ensuring consistent profes

sional contact and minimizing disruption in the family unit.

One could anticipate mothers participating in the early-discharge

program who had their needs met in this alternate method, would identify
as positively as mothers receiving nomal postpartum care in the hospital.

Chapter 4

METHODOLOGY

TYPE OF STUDY

This was a desGriptive study comparing two groups of postpartum
patients•

One group received routine hospital care (the control group)

and the other group participated in the early-discharge program (study

group). The purpose of the study was to determine the maternal percep
tion of the neonate (at one month) of fifteen early-discharge patients

(study) as compared^ to fifteen normal stay patients (control group),
ASSUMPTIONS

1.

A woman has expectations of the kind of mother she will be.

2.

A womarn has expectations as to what kind of a child she will

have which influences her role perception.

3.

'

The mother provides the major environment necessary to the

child's development.
4.

The manner in which the mother relates to the child will be

modified by her perception of his appearance and behavior.

5. Our culture places great emphasis on being better than average,

therefore, mothers delivering healthy, full-term infants would expect
their babies to be better than average.

6. The tool used is reliable and valid for primiparas and multiparas at one. month.
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7.

The early-discharge planned program meets the pbstpartum

needs of the early-discharge patient•

SETTING

Saint Joseph Hospital is a private, non-profit, 500-bed facility
run by the Sisters of Saint Joseph of Orange, California.

There are 30

postpartum beds with provision for overflow to the adjoining gynecolbgy
unit.

There are forty-eight cribs for normal newborns and fifteen addi

tional cribs in the Intermediate Care Nursery.

Babies requiring inten

sive care are transferred to the Nursery Intensive Care Unit (NICU) of

Children's Hospital, Orange County.

Saint Joseph maintains contact with

the Orange County Health Department through a social worker and a liaison
public health nurse.

All primiparae are told about the services of the

health department for nursing follow-up in the home and a referral is made

if the mother needs and/or requests the service.

Obstetrical patients

are admitted to the facility by their private attending physician.

SPECIFIC SAliPLE

The specific sample for this study included fifteen normal-stay

patients who received routine maternity care and fifteen early-discharge
patients who completed the early-discharge program.

CRITERIA FOR SELECTION

Normal Stay Patients
Patients who met the criteria established for low risk as outlined

in Appendix A. In addition the patients in this group:
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Remained in the hospital loniger than 24 hours.

2. Had not previously enrolled in the early-discharge program
and thus had not attended the early-discharge class.

Early-Discharge Patients

Patients who met the criteria established for low risk as outlined

in Appendix A and:

'

1.

Were discharged home in 12 to 24 hours post delivery.

2.

Completed tha early-discharge program (see Appendix C).

In addition, patients participating iii this study either as earlydischarge or normal-stay patients were screened and eliminated from the

study if any of the following applied:

1.

Mothers who were rehospitalized in the first thirty postpartum

days.-

.
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2. Mothers whose babies were rehospitalized in the first thirty
neonatal days.

3. Patients who chose not to participate in the study.

SAMPLE SELECTION

Normal-Stay Patients

The investigator reviewed all the charts of patients who had

delivered at St. Joseph Hospital within a 28-day period.

Those patients

who met the criteria for selection (see Appendix A) were assigned a number.
After all eligible patients were assigned a number, a random number table
was used until the required sample (15 patients) was obtained.

The

inyestigator then contacted the mother's physician for permission to
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contact the patient for the study.

The patients selected were contacted

by telephone or in person and were asked to participate in the study.

Early-Discharge Patients

A list of all patients who had completed the Early-Discharge Pro

gram within a 28-day period was obtained from the Early-Discharge Log

Book. Permission was obtained in the same manner as the control group.

Broussard's study using the Maternal Perception Inventory found
that there was no association between need for Intervention or the

Probability of Risk and the following variables:

. . . Religious preference, maternal age at delivery, educational

level of the parent, father's occupation, moves or deaths of signi
ficant others during the year prior to the pregnancy or following
delivery, illness within the nuclear family, changes in income
since delivery, or sex of the child (Broussard and Hartner, 1970,
p. 23).

No attempt was made, therefore, in the present study to control for these
variables in the criteria for selection.

Early-Discharge Program

The Early-Discharge Program involved the following protocol: (see
Appendix C for details)

1. Screening of patients to meet criteria for early discharge.
2.

An introductory early-discharge class.

3.

Verbal and written instructions given to the mother at the

time of discharge.

4. A list of resource people the mother could telephone for
assistance at any time.
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5. Home visits by the perinatal nurse within twenty-four hours

of discharge and on the following day with a third visit optional at the
patients and/or physician's request.

6. A follow-up telephone call seven days after the last home
visit.

7. A questionnaire sent to the parents at one month asking their
response to the program.

RESEARCH TOOL: THE BROUSSARD NEONATAL PERCEPTION INVENTORY

Brbussard and Hartner developed a research tool to measure maternal
perception of the neonate. In this tool, six behavioral items are rated

by the mother for her perception of the average baby and her perception of

her own baby. The behavioral items used in the Inventories included crying,
spitting, feeding, elimination, sleeping and predictability. The Inven
tories were administered to 318 primiparae by Broussard and Hartner on the

first and second postpartum day (time I) and again at approximately one
month of age (time II). The authors found, the Inventories administered on

the first and second postpartum day did not correlate with subsequent in
fant behavior. The Broussard Neonatal Perception Inventory I and II

administered at one month of age was statistically significant at the p
greater than .001 in demonstrating mothers who rated the infant as better

than average were less bothered by their infant's behavior than those

mothers who did not view their infants as better than average. Because of
this, the present study administered the test at one month of age.
In addition an x2 test for association was performed to determine
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the relationship of the Probability-of-Risk fating of the child estab
lished at the end of the neonatal period and subsequent need for inter

vention (x2= 16.432, p greater than .001). A statistically significant
association was evident between the prediction and outcome.

More infants

in the High-Risk group needed therapeutic intervention at age 4% than
those in the Low-Risk group.

Inherent in the development of the tools Were several assumptions
by Broussard and Hartner.

These assumptions were:

1. After delivery the mother-child relationship develops into
a cyclical system.
2.

The mother provides the environment critical to the child's
survival.

.3. Her sensitivity to the infant's needs enables her to provide
an optimum environment to foster a healthy development.,
4.

The way the mother relates to the child will be modified by
her perception of his appearance and behavior.

5. His behavior will, in turn, be affected by her handling of

•

him.

6. In our culture, great emphasis is placed on being better than
average, therefore mothers, delivering healthy, full-term
first-born infants would expect their babies to be better

than average (Broussard and Hartner, 1971, pp. 432 and 434).
In order to use the tool for the present study which included both

primiparae and multiparae the investigator modified the introductory statei®6iit on the Average Baby Inventory to make it appropriate for multiparae.

The assumptions listed above appear to also apply to the multiparae. See
Appendix E for sample Inventories,

DATA COLLECTION

A home visit was made approximately one month after delivery by
the investigator. Any additional questions the mother had regarding the
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research were answered and a written cohseht to participate was obtained

(see Appendix D)•

The investigator then gave Inventory I (primiparae or

.multiparae) to the mother verbally repeating the introductory statement
on the Inventory.

The investigator waited utitil the mother completed

Inventory 1 before giving Inventory 11.

The introductory statement was

also verbally repeated for Inventory 11.

METHOD OF SCORING

The same method of scoring was used as outlined by Broussard and
Hartner.

The Average Baby Perception form elicits the mother's con
cept of the average baby's behavior. The Your Baby Perception
form elicits her rating of her own baby. Each of these instru
ments consists of six single item scales. Values of 1-5 are
assigned to each of these scales for each of the inventories.
The blanjc signified none is valued as 1 and a great deal has a
value of 5. The lower values on the scale represent the more
desirable behavior.

The six scales are totaled with no attempt at weighting the
scales for each of the inventories separately. Thus, a total
score is obtained for the Average Baby and a total score is
obtained for the Your Baby.
The total score of the Your Baby Perception form is then sub
tracted from the Average Baby Perception form. The discrepancy
constitutes the Neonatal Perception Inventory Score (1971, p.
447).

STATISTICAL ANALYSIS

The data collected was ordinal and was analyzed using the MannWhitney U Test for significant difference.

The level of significance was

set at p=0.05 prior to data collection.

The Mann-Xfliitney U Test is used to test "whether two independent

.
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groups have been drawn from the satoe population.

This is one of the

most powerful of the nonparametric tests, and it is a useful alternative

. . . when the researcher wishes to avoid the t tests assvimptions"

(Siegel, 1956, p. 116). Tables J-K for a two-tailed test at p=.05 were
used to interpret the U scores (Siegel, 1956, pp. 271-277).

PILOT STUDY

A pilot study was conducted to ascertain if there were any prob
lems associated with patient selection, physician consent, patient parti
cipation or questionnaire administration.

Four patients were selected, two in the study group and two in

the control group. Both groups had one patient Who Was a multiparae and
one who was a primiparae.

No serious problems were encountered in any of the areas listed

with the exception of a minor problem in regards to patient participation.
The selection of a time to administer the questionnaire which was con

venient to the patient and the investigator within the original framework

of + or - two days•resulted in the loss of two patients in the pilot study.
In addition it was noted that in order for all the patients to have an
opportunity to visit their pediatrician at least once in the first month

postpartum extension of the time frame to ± 5 days was needed. Broussard

states the Inventories "were administered when the infants were approxi

mately one month of age" (Broussard and Hartner, 1971, p. 434). According
to the authors "the average age of the infants at the time of this inter

view was 32.3 days; the standard deviation was 2.59" (1971, p. 435). In
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the context of the present study the researcher therefore felt it was

reasonable to change the original sampling time to 30 days 1 5 days,
the visit to be scheduled at a time convenient to the mother and after

the infant had had at least one neonatal visit to the pediatrician.

Table 1 represents a summary of the data collected on the pilot
study group.

A Mann Whitney U Test for statistical significance was done

on the Neonatal Perception Inventory Score with a resultant U=2.

was not statistically significant at the p=.05 level.
diagram of the neonatal perception: scores.

.

This

Figure 2 is a bar
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Table 1

Pilot Study Data Sheet

PIC

P2C

PIED

P2ED

Obstetrician

H

O'S

W

O'S

Pediatrician

C

S

0

TPMG

32

33

35

34

8

9

9

9

Age of Infant
at Test Time

Apgar Score

Birthweight
Gravid^...-^

7 lb.

8 lb. l oz.

8 lb. 8 oz. 8 lb. 13 oz.

ii^
iii

Sex

Feeding Method

i

ii

Girl

Girl

Girl

Girl

Breast

Breast

Breast

Breast

Attended Pre
natal Class—Gr i
Number of Hours

in the Hospital

Yes

Yes

46

72

16

14.5

Yes

Yes

Yes

Yes

Yes

Yes

Yes

• Yes

Maternal Age

30

23

20

23

Average Baby Score

15

14

15

15

Your Baby Score

15

12

17

10

0

+2

-2

+5

Rooming In
Father in the

Delivery Room

Neonatal Percep
tion Score

Code: PIC
P2C
PIED
P2ED

= Pilot Study Patient 1 (control group)
= Pilot Study Patient 2 (control group)
= Pilot Study Patient 1 (study group)

= Pilot Study Patient 2 (study group)
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+5

+4

+3

+2

+1

PlC

P2C

•P2ED

-1

-2

PIED

. Figure 1

Bar Diagram of Neonatal Perception Scores
Pilot Study

Code: Q Control (Normal Stay Patient) PIC, P2C
' j2) Study (Early Discharge Patient) PIED, P2ED
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DATA ANALYSIS, CONCLUSIONS AND RECOMMENDATIONS

The data recorded by the investigator was analyzed to determine

if maternal perception of the neonate differed significantly between a

control group (normal-stay patients) and a study group (early-discharge
patients) of mothers when the infant was approximately one month old.
Demographic data was recorded for both groups and is presented in table
form.

The reader, in interpreting the results, should keep in mind that

the control group was randomly selected and the study group was self- ^
selected (see Chapter 4).

The Mann Whitney U Test was used to analyze the significance of
the Neonatal Perception Inventory Scores.

A level of significance of

p=.05 was set prior to data collection.

DEMOGRAPHIC DATA ANALYSIS

Demographic data is presented in Tables 2, 3, and 4 for the con

trol and stvidy groups.

The control and study groups were similar in

relation to the average age of the infant at test time, average apgar

score, number of breast-feeding mothers, number of bottle-feeding mothers,

and number rooming-in while in the hospital.

Both groups of mothers were

seen by similar obstetricians and pediatricians.

The two groups differed in relation to birth weight of the in

fants, 7.75 pounds (control group) as compared to 7.99 pounds (study group);
number of fathers in the delivery room 11 (control), 8 (study); niomber of
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Perception Score

Neonatal

Your Baby Score

Average Baby Score

Maternal Age

Delivery Room

Father in

Roomlng-In

Number of Hours
In Hospital

Feeding Method
Prenatal Claas

Sex

Cravida/Para

Birthveight

ar at 1 minute

at Interview

Pediatrician
Age of Infant

Obstetrician

-2

18

16

32

Yes

Yes

56

Dc'd

Breast

iii/iii

6-6

CJR

C1

+5

11

16

33

Yes

Yes

74.75

Bottle

ili/iii

8-4

HLC

C2

+1

15

16

39

Yea

Yes

61

Bottle

iv/iv

6-11

K&P

Wb

C3

0

12

12

21

Yes

Yes

+5

12

17

23

Yes

Yes

71

Yes

xes

52.5

Breast

1/1

7-12

TPMG

C5

Breast

i/i

8-15

K&P

G4

-1

14

13

34

Yes

Yes

48.5

Bottle

Girl

Iv/iv

7-6

C6

-4-6

13

19

32

Yes

Yes

44

Breast

Girl

iv/lv

8-12

HLC

C7

iv/iv

7-6

Cfl

+2

10

12

26

No

Yes

49.5

Bottle

Control Group

C9

0

13

13

22

Yes

Yes

54

Yes

Breast

i/i

TPMG

Demographic Data and Raw Teat Scores

Tabl« 2

-2

17

15

23

Yes

Yes

55.5

Yes

Breast

i/i

8-8

S&B

ClO

+1

14

15

31

No

Yes

46.5

Breast

ili/iii

7-8

Cll

+2

13

1s

7'i

Vno
X es

Vati
X es

*in
JO

Yea

Breast

Boy

i/1

8-14

l&K

En

C12

+7

11

Xo

1 Q

Ih

Yes

Yes

71

Yes

Bottle

Boy

i/i

8-5

€13

+4

14

18

20

No

Divorced

Yes

28.5

Yea

Bottle

Girl

i/1

6-11

TPMG

€14

+2

12

14

28

Yes

Yes

49

Breast

Boy

ii/ii

6-15

€15

ON

*Early Discharge

Perception Score

Neonatal

Your Baby Score

Average Baby Score

Maternal Age

Delivery Room

RoGmlng In
Father in

in Hospital

Feeding Method
Prenatal Class
Prlmlpara. •
Number of Hours

Birthweight

Apear l^

Interview Time

Pediatrician
Age of Infant at

Obstetrician

Boy

Girl

19

28

No

Yea

18

30

Yea

Bottle

v/v

lil/ill

_Brea3t

8-6

34

Ho

ED2

8-1

32

TPMG

*ED1

20

Breast

Boy

iii/tii

8-7

31

ED3

15

14

27

Yea

Yes

Breast

Boy

vi/vi

8-7

ED4

14

Yea

19.5

_D^

Breast

Girl

il/li

8-1

HI

ED5

Girl

iv/iv

8-7

K&l

ED7

Girl

n/n

6-8

HLC

EDS

Girl

ii/11

7-10

30

I&K

ED9

Girl

I&K

EDIO

Girl

EDll

Girl

8-14

27

Na

ED12

Girl

7-10

30

GL

ED13

Boy

7-4

I&K

GL

EDlii

+5

10

15

No

Yea

18.5

+3

14

No

Yes

19

Yea

Yes

21.5

+6

15

19

Yea

16

24

*Yea

Yea

Yes

+6

11

17

No

Widow

Yea

Yes

15

16

Yea

15

19

Yea

14

Yes

Yes

Bottle Breast Breast Breast Breasr Sreast Bottle Breast Bnrri.

Boy

ll/ii

8-9

HLC

ED6

Study Group

Demographic Da^a and Raw Teat Scores

Table 3

Yea

Yea

Boy

7-id

I&K

HI

ED15

38
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Table A

Comparison of Demographic Data Between the
Control and Study Groups
Control Group
(normal stay)

Study Group
(early discharge)

Number of Obstetricians

9

-9

Number of Pediatricians

9

8

Code

Average Age of Infant
31.06 days

at Testing

Average 1^ Apgar Score

30.93 days

9

9

7.75 lbs.

7.99 lbs.

54.65 hours

21,83 hours

Average Birthweight

Average Number of
Hours in Hospital

' ,8, . "

Number Breast Feeding

9

■' 6

Number Bottle Feeding
Number Fathers in

'

:

■

Delivery Room
Number Rooming-In

11-: '

8

15

15

Number of Primiparas

7

4

Number of Multiparas

8

11

Average Maternal Age

27.53 years

26.6 years

OI.

12

6

3

9

a.lXX.aXi^ •

Girls

V ..
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primiparas, 7 (control), 4 (stMjr); nxmber of Multiparas, 8 (control),

11 (study); average maternal age, 27.53 years (contrpl), 26.6 years (study);
and sex of the Infants, 12 boys, 3 girls (conttol), and 6 boys, 9 girls
(study). ■ ,

TEST SCORE ANALYSIS

Neonatal Perception Inventory raw scores are plotted in the Bar

Diagram, Figure 2. The control group scores ranged from -2 to +7 (standard

error ±0.74), and the study group scores ranged from -2 to +10 (standard

error ± 0.88). A comparison of the average score for each Inventory is
presented in Table 5. Scores on the "Average Baby Inventory" were +15.27

(control), and +16.47 (study). Scores on the "Your Baby Inventory" were
13.27 (control) and 13.30 (study). The computed "Neonatal Perception

Inventory Score" for the control gtoijp resulted in an average score of +2
and for the study group an average score of +3.4.

A comparison of the cumulative scores in per cent is represented

by Figure 3. High Risk scores on the Broussard Neonatal Perception Inven
tory are represented by 0 or - scores (Broussard and Hartner, 1970, p. 17).

High Risk scores will be discussed since they theoretically represent the
group one would be concerned with in relation to future development of the
child.

The study group (early-discharge patients) had a cumulative fre

quency of High Risk scores totaling 20 per cent. The control group (nor

mal-stay,patients) had a cumulative frequency of 33 per cent High Risk

•

scores. Figure 4 represents cumulative scores for multiparas and primiparas.
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Table 5

Gomparison of Raw Scores in the

Control vs. Study Groups

Code

Control Score

Study Score

Average Score:
Average Baby Inventory

+15.27

+16.47

. +13.27

+13.30

Average Score:
Your Baby Inventory
Average Score:

Neonatal Perception Score

+2.0 ± .74

7^3.4 ± .88

Cumulative Percent

High Risk Scores*
Multipara:

20%

Cumulative

Percent High Risk
Primipara:

33%

25%

27.27%

Cumulative

Percent High Risk

42.85%

0%

*High Risk Score represented by a Neonatal Perception of 0 or - number.
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Gomparison of the Cumulative Scores (%) in the Study
and Gontrol Multiparae and Primiparae

M

The cumulative High Risk score for multiparas was 25 pet cent (control)
and 21.21 per cent (study).

For primiparaS thS comparative figures were

42.85 per cent (control) and zero per cent (study).
Statistical analysis of the Neonatal Perception Inventory scores
appears in Table 6.

Analysis of the Neonatal Perception Inventory scores

of the total population, study group compared to control group using the
Mann WliitneyU Test revealed no statistical difference in the two groups.

Therefore, the null hypothesis, there will be no difference in maternal
perception of the neonate as measured at one month between early-discharge

patients (study group) and normal-stay patients (control group) was
accepted.

Further analysis was undertaken to compare or evaluate possible

internal group differences.

Analysis of the Neonatal Perception Inventory

scores for primiperas revealed -no statistical difference between study

and control groups. Similar arialysis.of multiparas' scores of study yersus
control groups demonstrated no statistical significance.

Comparison of

the Neonatal Perception scores for primiparas (control plus study) and
multiparas (control plus study) revealed no statistical difference.

Inner

group comparison of the study primiparas versus multiparas and control
primiparas versus multiparas likewise revealed no statistical difference.

DISCUSSION

The present study has shovm that at one month after delivery there

were no statistical differences between early-discharge mothers (study
group) and normal-stay mothers (control group) in regards to their scores
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Table 6

Results of Statistical Analysis of
Neonatal Perception Scores

Total
Code

Study

Control Computed

■ P

Necessary
V Value
for p=.05

No.

No.

No.

30

15

15

84

64

11

4

7

9

5

8

36

19

95

58

17

6

26

13

Total Population
Study vs. Control

Primiparas
Study vs. Control

Multiparas
Study vs. Control

19

Total Primiparas (C+S)
vs. Multiparas (C+S)

30

Study Primiparas
vs. Multiparas

Primip

19

11

"Multip
15

Control Primiparas
vs. Multiparas

Multip

11

Multip
15

8

Primip
4

Primip
7
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on £he Neonatal Perception Inventory.

There was, however, a trend in the

direction of fewer High Risk scores in the study group.

In addition it

was ohserv^d that in the control group, all the High Risk scores occurred in

patients staying two days postpartum (Table 2).

Although no definite

conclusions can be drawn from this observa.tion, it might suggest the need
to evaluate the 2-day and 3-day stay patients separately.

Demographic factors relating to the two groups were similar with
the exception of the number of fathers present in the delivery room, nxjmber of primiparas, maternal age, and sex of the infants.

Broussard and

Hartner's study demonstrated that maternal age and the sex of the infant
were not critical variables associated with a child's developmental and
emotional health.

Therefore, with the exception of the number of fathers

in the delivery room and the number of primiparas^ the two groups would
appear to be similar in the context of this study.

Caution mus.t be exer

cised in making this observation, however, due to two factors:

the early-

discharge patients were self-selected in terms of entering the early-

discharge program, and five control mothers refused to participate in the
study.

It is interesting to note that four out of the five mothers who

refused to participate in the control group were multiparas.

All gave as

a reason for not participating that they were tod busy due to recently

returning to work.

Thus the entire sample of early-discharge and control

/

mothers was composed of mothers who, at the end of one month, were not

employed outside the home.

The fifth mother who refused to participate

from the control grup found it impossible to schedule a time to see the

investigator and stated no reason.

All of the study group mothers contacted

■

participated iti the study.
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The 100 per cent participation by this group

may reflect their desire to copperate with the inyestigator due to her
association with the hospital and the early^discharge program.
In relation to the use of the Broussard Neonatal Perception Inyen-

tory with multiparas the present study supports its validity in terms of
the range of scores obtained.

However, it is not possible to state the

relationship between long-term outcome in terms of the present study.

There were no significant differences between multipara and primipara
scores in regards to the control or study groups, or the total (CiS)
primiparas versus multiparas at one month.

Broussard and Hartner in their original study found at the end of

one month that 40 per cent of the mothers rated their infants as equal to
or less than average (High Risk scores) and 60 per cent rated their in
fants as better than average (Low Risk scores) (1970, p. 21),

of the present study differ from their findings.

The fesults

The istudy group (ea^rly-'

discharge) had a cumulative High Risk score of 20 per cent.

The control

group (normal stay) had a cumulative High Risk score of 33 per cent.
Definitive analysis of the differences iri the cumulative High-Risk
scores obtained in the present study as compared to Broussard and Hartner's

study is not possible.
results.

Several factors may be at work in producing these

The results obtained may represent:

1. The inexperience of the researcher in administering the tool.
2.

The bias of the researcher due to her participation in the

early-discharge program.

3.

A statistically significant difference due to the type of

^patient, utilizing.-'St. Jos-e-ph-^Hospital.,.-\

4. A real difference related to length of hospitalization or
type of support services.

5.

The size of the sample.

6.

Distortion due to testing of multiparas using the tool.

7.

An inherent difference in the study group which was self-

.selected.

8.

A difference related to amount of time rooming-in.

9.

A difference in the two and three-day stay control patients.

CONCLUSION

A self-selected group of mothers choosing early-discharge from a
hospital maternity service as compared to a normal-stsy group were studied.
The Broussard Neonatal Perception Inventory Was the tool utilized to com

pare these two groupsv

Statistical analysis of the InventOfies using the

Mann-Whitney. U Test demonstrated no significaht difference Of scores
between the study group and the control group.

It was concluded that

mothers participating in this early-discharge program could be expected
to perceive their infant as positively as the patient choosing traditional
postpartum care. Therefore, early-discharge patients could be expected

to do as well in relating to their neonate on a long-term basis.

The cumulative High Risk scores (per cent) obtained in the present
Study were lower than those obtained by Broussard and Hartner.

Several

factors may have affected the present study resulting in this outcome.
Further Study is needed to define this difference.
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SUGGESTIONS FOR FURTHER STUDY

The sample should be randomized for all groups be.ing studied.
The investigator further suggests that several changes be made in rela

tion to the groups to be studied. It would appear that a separation of
groups into the following categories would be helpful in evaluating dis
crepancies found in the present study.

1. Early-discharge patients (12-24 hour stay), without nurse
follow-up.

2. Early-discharge patients with nurse follow-up for two dayst
3. Normal-stay patients (25-50 hour stay).

4. Normal-stay patients (51-75 hour stay).
5. Multiparas vs. primiparas.

6. Nonrooming-in patients versus rpoming-in patients in each of
the above categories.

7. Testing be conducted by an investigator not associated with
the early-discharge program.

-

8. The study should include a larger sample size in each group.
IMPLICATIONS FOR NURSING

Mothers choosing the early-discharge program appear to perceive

thexr infants as positively as mothers choosing traditional postpartum
care. Home visits and discharge planning by the perinatal nurse may be
important in assisting' these mothers in"their identification with the

newborn. Further study utilizing the nurse as a support person for new

50- .

parents would appear to be indicated.

In addition, the Broussard Neo

natal Perception Inventory appears to be an easily-adininistered and
useful tool for evaluating maternal perception of the neonate.

Utili

zation of this tool on all mothers would assist nursing in evaluating

the effect of alternative health'care programs and identify mother-infant
couples at risk for future problems.

BIBLIOGRAPHY

51

52

BIBLIOGRAPHY

Ainsworth, Mary. Object relations, dependency, and attachment: A theo
retical review of the infant-mother relationship. Child Development
40:969-1025, 1969.

Ballet, Howard, Lewis, Judy, Hockheiser, Louis, Bush, Nancy. Assessing
the quality of care. Nursing Outlook 23(3):153-158, March 1975.
Barnard, Kathryn. The acquaintance process. Maternal Attachment and
Mothering Disorders: A Round Table, ed. by M. Klaus, T. Leger, and
M. Trause. Johnson and Johnson Baby Products Co., Sausalito, CA,
October

18, 19, 1974.

•

Barnet, Clicord, Leiderman, Herbert, Crobstein, Rose, Klaus, Marshall.

Neonatal separation:

The maternal side of interactional deprivation.

Pediatrics 45(2):197-204, February 1970.

^

Benedek, Therese. Psychobiological aspects of mothering.
Journal of Orthopsychiatry 26:272-278, 1956.

Bowlby, John.

Attachment.

Vol. 1.

New York, Basic Books, Inc., 1969.

Bradley, Robert. Husband Coached Childbirth.
Harper and Row Publishers, 1974.

Revised Edition.

Brazelton, Terry. The parent-infant attachment.
Cynecology 19(2):373-389, June 1976.
Bronfenbrenner, Urie.

American

Origins of alienation.

New York,

Clinical Obstetrics and

Scientific American, pp.

53-61, August 1974.

Broussard, Elsie and Hartner, Miriam.

Further consideration regarding

maternal perception of the first born. In The Exceptional Infant, Vol.
II, ed. by Hellmuth, Jerome. Bruner/Mazel Publishers, New York, 1971.

. Maternal perception of the neonate as related to devel
opment.

Child Psychiatry and Human Development 1(1):16-25, Fall

1970.

Caplan, Gerald.

An Approach to Community Mental Health.

New York, Crune

and Stratton, 1961.

Choi, Monica. The significance of birth and the immediate postpartum per
iod. Pediatric Nursing, pp. 11-13, July/August 1976.
Clark, Ann. Recognizing discord between mother and child and changing it
to harmony. The American Journal of Maternal Child Nursing, 1(2):100106, April 1976.

53

The beginning family. Amejriean Joxirnal &f Nursing 66
(4):802-805, April 1966.

. The adaptation problems and patterns of an expanding

family: The neonatal period. Nursing Forum 5(1);93-109, 1966.
Cuhningh^nij George C. A message from the chief of mate al and child
health.

Family Health Bulletin, Form 3579, California State Depart

ment of Health, Winter 1976.

Deutscher, M. Brief family therapy in the course of first pregnancy: A
.clinical note.

Contemporary Psychoanalysis 7:21-32, Fall 1970.

Creenberg, Martin and Morris, Norman. Engrossment: The newborn*s impact
upon the father.

American Journal of Orthopsychiatry 44(4);520-531,

July 1974.

Henning, Emilie. Crisis intervention theory applied to nursing. In FarentChild Relations: The Role of the Nurse, ed. by Ann Clark et al.
Jersey, Rutgers University, 1967.

New

Hogan, Aileen. The role of the nurse in meeting the heeds of the new
mother. Nursing Clinics of North America 3(2):337-352, June 1968.
Jeffcoate, R. N. A. Sequelae of childbirth. Mldwives* Chronicles and
Nursing Notes, pp. 465-470, December 1965.

Joseph, Sharon Serena and Peck, Rana Limbo. Post partum needs of the
family: The impact of birth in the family. In Maternity Nursing
Today, ed. by J. Clausen, et al. New York, McCraw-Hill Book Company,
■ 1975.. ■ . '
Kennell, J. H., Jerauld, R., Wolfe, H., Chesler, D., and Klaus, M. H.
Maternal behavior one year after early and extended post partvrai con
tact. Developmental Medicine and Child Neurology 16:172-179, 1974.

Klaus, M. H., Jerauld, R., Kreger, N., McAlpine, W., Steffa, M., and
Kennel, J. Maternal attachment: Importance of the first postpartum
days. The New England Journal of Medicine 293(18):460-463, March
1972.

Klaus, M., and Kennell, J. Maternal-Infant Bonding: The Impact of Early
Separation or Loss on Family Development.
■

St. Louis, C. V. Mosby Co.,

1976./

Linn, Lawrence.
patient.

Care as cure: How the nurse practitioner views the

Nursing Outlook 22(10):641-644, October 1974.

Montague, Ashley.

Touching, the Human Significance of the Skin.

York, Columbia University Press, 1971.

New

. ' .'54

■

Montgomery, T. L. The microcosms and man. The American Journal of
Obstetrics and Gynecology 81:890-901, 1961.

Morris, Marian G. Maternal claiming-identification processes: Their
meaning for mother-infant mental health. In Parent-Child Relations:
Role of the Nurse, ed. by Ann Clark, et al.
University, 1968.

Newton, Niles.

Emotions of pregnancy.

New Jersey, Rutgers

Clinical Obstetrics and Gynecology

6:639-665, September 1963.
Niimber and Percentage Distribution of Live Births by Attendant and Place
of Delivery by Race. U. S. Department of Health,-Education and Wel
fare Publication. Rockville, MD, National Center for Health Statis
tics, 1975.

Orange County Vital Statistics Bulletin. Published by Orange County
Department of Vital Statistics, 1976.

Pilot project allows children, father in delivery room.

OB Gyn News 11

(9):14, May 1, 1976.

Pollner, Francine. 'Homelike delivery' center opens amid controversy.
OB Gyn News 10(21):1456-1461, September 1975.
Reiber, Virginia. Is the nurturing role natural to fathers? The American
Journal of Maternal Child Nursing 1(6):366-371, November/December 1976.

Ringler, N. M., Trause, M. A., Klaus, M. H. Mother's speech to her twoyear-old:

Its effect on speech and language comprehension at 5 years.

Pediatric Research 10:307, 1976.

Ritchie, C., and Swanson, L.

Childbirth outside the hospital—the resur

gence of home and clinic deliveries. Mother and Child Nursing 1(6):
372-377, November/December 1976.
Rising, Sharon. The fourth stage of labor: Family integration.
Journal of Nursing 74(5):870-874, May 1974.
Robischon, Paulett, and Scott, Diane.

American

Role theory and its application in

family nursing. In Family Centered Community Nursing, ed. by Adina
Reinhart and Mildred Quinn. St. Louis, C. V. Mosby Co., 1973.
Robson, Kenneth and Moss, Howard. Patterns and determinants of maternal
attachment. Journal of Pediatrics 77(6):976-985, December 1970.

attachment.
May 1967.

'^ke role of eye-to-eye contact in maternal-infant
Journal of Child Psychology and Psychiatry 8(1):13-25,
•

55

Rossi, Alice S.

Transition to parenthood.

In Selected Studies in Mar

riage and the Family, ed. by R. F. Winch and G. B. Spanier.

New

York, Holt, Rinehart, Inc., 1964.

Rubin, Reva. Stop and think what are we doing? The American Journal of
Maternal Child Nursing 1(3):146-151. May/June 1976.
Attainment of the maternal role:
Nursing Research 16(3):237-245, Summer 1967,

-

-

•

Part I process.

The family-child relationship and nursing care.

Nursing

Outlook 12:36-39, September 1964.

•

Maternal touch.

Nursing Outlook 12:828-831, November

1963.

Basic maternal behavior.

Nursing Outlook 9(11);683-

, 686, November 1961.

Siegel, Sidney.

Nonparametric Statistics for the Behavioral Sciences.

New York, McGraw-Hill Book Go., 1956.

~

~~

Timberlake, Bobbi. The new life center. American Journal of Nursing 75
(9): 1456-1461, September 1975.

Weismuller, Penny. A Nursing Intervention to Promote Maternal Nurturing
Behavior. Unpublished master's thesis, Loma Linda University, Loma
Linda, OA, June 1976.

APPENDIX A

56

57
SAMPLE SELECTION PRIOR TO DELIVERY

Selection Criteria

1•

Live in Orange County•

2.

To deliver at Saint Joseph Hospital.

3.

Attendance of mother at prenatal or Lamaze class prior to
delivery if a primiparae.
'

4.

Have access to a car.

5-

Absence of major medical problems in mother.

a.

Ineliigible conditions

1) Hypertension

b.

2)
3)
4)

Diabetes
Maternal heart disease
Sickle cell disease

5)

Drug addiction

Possible ineligible conditions

1)

Height under five feet

2)
3)

Poor nutrition status
Persistent urinary tract infection

4) History of RH disease
5). History of ABO incompatibility
6.

Telephone in the home.

Additional Criteria for Early-Discharge Patients Only
1.

Have the consent of the obstetrician and pediatrician to enroll
in the early-discharge program.

2.

Have definite plans for help at home the first three days
following discharge.

3.

Both parents attend the early-discharge class.

4.

Agree to two or three home visits within 24 hours after discharge
and each succeeding day x 2 by the perinatal nurse.

, 58

CRITERIA FOR SELECTION OF MOTHER

Intrapartiim Course

Patients with the following will be excluded from the study:
1.

Premature rupture of membranes greater than twenty-four hours
before delivery.

2.

Blood pressure remaining above 140/90.

3.

Mid-forcep or caesarean section delivery.

4.

Perineal repair (fourth degree).

5.

A combined blood loss greater than 700 cc in labor, delivery
and recovery.

Postpartum

Patients with the following will be excluded from the study:

1. Temperature greater than 100^ x 2.
2.

Blood pressure below 90/50 or greater than 140/90.

3.

Unable to void normally by the time of discharge.

4.

Unable to ambulate.

5.

Continued excessive bleeding.

,

Early-Discharge Patients Only

1.

Desires to go home in 12-24 hours.

2.

Able to feed and change diapers of the baby without assistance.

3.

Able to ambulate without assistance.
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CRITERIA FOR SELECTION OF BABY

Intrapartiiiii

1,

Apgar score of 7 or greater at one minute and 8 or greater at five
minutes•

Newborn

1.

Gestational age 38-42 weeks on physical exam. If any question
the Dubowitz scoring system for G.A. will be used.

2.

Birth weight greater than 6 pounds and less than 9 pounds.

3.

Vital Signs remain stable x 8 hours.

a.

Heart rate 110-160 beats per minute.

b.

Respiratory rate 30-60 breaths per minute.

c.

Temperature 98F to 99F rectally.

4.

Must void X 1 before discharge.

5.

Must have good sucking reflex.

a.

Bottle baby taking and retaining Ih to 2 oz. x two feedings
before discharge.

b.

Breast baby, mother able to independently get baby to nurse
and take water from a bottle.

6.

Must have one stool before discharge.

7.

Physical exam by Pediatrician within normal limits.

8.

No clinicar signs of jaundice in first 12-24 hours.

9.

Blood work (if ordered)
a.

Hct 40-65.

b.

Coombs Negative.

c.

Dextrostix greater than 45%.

10.

No bleeding from circumcision after one hour observation period.

11.

PKU done before discharge.

APPENDIX B
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HOME PHYSICAL EXAM OF NETOORN BY THE PERINATAL NURSE

Dally Examination
Evaluate

1.

Overall size and contour of body and head.

2.

Posture (flexion expected).

3.

Skin, note any cyanosis, jaundice, pallor or rash.

4.

Fontanels, note any bulging or depression.

5.

Mouth, note any discharge or abnormal appearance.

6.

Vital signs within normal limits.
a.

HR 110-160.

b.

Respiratory Rate 30-60.

c.

Temperature 98-99 F.

7. Palpate femoral pulses (equal and bilateral), abdominal masses,
liver, and hip joint.

8. Neurologic status by eliciting the following reflexes:
a.

Muscle tone.

b.

Grasp reflex (plantar and hand).

c.

Suck reflex.

'

d. Pull to sit (note tone and ability to hold head up).
e.

Rooting reflex.

f.

Walking reflex.

g.

Placing reflex.

h.

Standing reflex.

i.

Knee jerk.

j.

Ankle clonus.
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9.

k.

Moro reflex.

1.

Perez reflex,

m.

Babinski reflex,

n.

Incurvation,

o.

Crawling.

p.

Gabella reflex,

q.

Tonic neck.

Auditory and Visual Alertness.

10.

Consolability using Brazelton's Assessment.

Record

1.

Number of wet diapers in 24 hours.

2.

Number of stools, amount and type.

3.

Vital signs.

4.

Level of jaundice.

5.

Nimiber of feedings, duration and type.

6.

Appearance of circumcision.

7.

Appearance of cord.

8.

Any unusual findings.

Assess Maternal Caretaking

1.

Does she appear responsive to infant's needs?

2.

Does she seek and hold good eye contact with the infant?

3.

Is she relaxed when holding infant?

4.

Does she have good ventral contact when holding infant?

5.

Does she make positive statement regarding the infant's
behavior?

v
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6. If applicable, does she actively observe during exam of
infant?

7.

How quickly does she respond when infant cries?
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HOME PHYSICAL EXAM OF MOTHER BY THE PERINATAL NURSE

Daily Exam
Evaluate

1.

Vital signs

2.

a.

Temperature

b.

Pulse

c.

Respiration

d.

Blood pressure

Breasts for redness, tenderness, swelling or soreness.

3*

Cervical lymph nodes and throat for swelling, redness or sore^ ■ ness .

' ■ ■"

■

4.

Involution of uterus

5.

Legs for swelling and/pr phlebitis

6.

For CVA tenderness

7.

Healing of perineum

8.

General appearance of mother.

9.

a.

Rested?

b.

Tense?

c.

Depressed?

d.

Pale?

e.

Distracted?

Bowel and bladder function

Record

1.

Vital signs

2.

Condition of breasts

Does she appear

, 65
3.

Characteristic of flow, amount and quantity

4.

Height of fundus

5.

Appearance of perineum

6.

General appearance

7.

Any abnormal findings

"
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HOME TEACHING BY THE PERINATAL NURSE

Patient Teaching

Infomatldn and demonstration of the following aspects of neonatal
and postpartum care are offered to mothers during home visits.
Baby ;

•

■

1.

Baby bath

2.

Cord care

3.

Circumcision care

4.

Perineal care

5.

Temperature taking

6.

Diapering"

7.

Thermal regulation

'"V

V'",

■8. ' Feeding^ '

9.

Burping

10.

Fingernail trimming

11.

Demonstration of visual and auditory orientation of the newborn

12.

Meaning of crying in the newborn

13. Brazelton evaluation of consolability
Mother

1. How to deal with sibling rivalry

2. Breast feeding—manual expression, airing, collecting excess milk
for storage, supplementing with water or formula, xjhen to intro

duce solids, diet for lactation

3.

Postpartinn exercises

4.

Birth control measures

5.

Perineal care

6.

Rest

7. Nutrition—diet counseling
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EARLY DISCHARGE PROGRAM

Screening of Patients for Early Discharge

It seemed mandatory to establish rigid criteria to Insure as much as
possible that mother and baby could expect a normal transition In the
postpartum period.

Patients were screened by the obstetrician and ad

mitted to the program only after assurance the pregnancy was proceeding

normally (see Appendix A).

In addition, consent of the pediatrician was

obtained by the patient during a.personal Interview.

During labor and

delivery patients were evaluated closely by the obstetrician for devia

tions from normal.

The presence of prolonged labor, premature delivery

or prolonged rupture of membranes were communicated tb the early-discharge
team.

In the newborn and roeternal recovery period (12-24 hours after

delivery) additional criteria were used to evaluate normal transition

(see Appendixes A and B). Some examples of criteria for the baby Included
a physical examnatlon with findings within normal limits, and an apgar
score of 7 or more at one minute and 8 or more at five minutes.

Examples

of maternal criteria Included being able to ambulate, void, and care for

the Infant's needs. Parents were aware of the criteria used for the pro
gram.

Early-Discharge Class

The purposes of the Early-Discharge Class were to

1. Allow the husband and wife to meet the nurses who would be visiting
them at home.

2.

Obtain informed consent.
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3. Teach the basic knowledge necessary for the parents to judge
nbrmalcy of the maternal and infant course at home.

4. Discuss the maternal needs in the postpartura period.

5. Provide basic information regarding the mother—infant acquain
tance process.

6. Ptovide breast feeding instructions.

7. Inform the parents of the cost of the program.

8. Explain the purpose of the nursing home visits, follow-up call
and questionnaire.

Also included in the class were ideas which reflected the philosophy
of the perinatal nurses. One idea was that the parents werd responsible

people capable of making decisions regarding their care during the postpartum period.

Another was that the mother could provide more reliable

information regarding subtle changes in the newborn than .an ever-changing
•variety of personnel in the hospital (Rubin, 1964, p. 37). A third was

that the husband was as important in establishing the family in this time
pbriod because he was the best person to provide some of the basic needs
for his wife and baby. A concept discussed in class was that the transi
tion to parenthood is a very challenging task and one which takes time.

Also stressed was that this transition does not come by virtue of "hor

mones" alone and that communication between husband and wife prior to
delivery may facilitate a smoother transition to parenthood.
Verbal and Written Instructions

Before discharge from the hospital each patient was seen by one of the
perinatal nurses. During this visit the mother was told which nurse was
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avaiiable for questions at home, and the approximate time of the first
nursing home visit.

In addition, any concerns the mother had regarding

infant or self care were discussed.

Post Discharge Follow-up

A telephone call was made between 7:00 p.m. and 10:00 p.m. the first
night at home after discharge fropi the hospital.

Home visits were made

by the perinatal nurse at the following times:

1.

The first visit Qccurred within 24 hours of discharge from the

hospital.

2.

The second visit was made approximately 24 hours after visit one.

3.

The third visit was optional and was made approximately 24 hours

after visit number two at the patient's and/or pediatrician's request.
Each home visit had three basic components:

1.

Physical examination of the newborn (see Appendix B).

2.

Physical examination of the mother (see Appendix B).

3.

Infant care skills and maternal care teaching as needed or re

quested by the patient.

(See Appendix B.)

Follow-up Call

Each patient was called on the seventh day after the last home visit.
At this time the nurse inquired about the mother's and infant's condition
and discussed any concerns the mother had.

Fo3.1ow-"up Questidnnaire

At the end of one month the parents were asked to evaluate how
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effective the early discharge program was in meeting their needs.
additional suggestions were solicited for future improvements.
tionnaire was sent out self-addressed and stamped.
anonymity, no identification was required.

Any

The ques

In order to provide
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INFORMATION ABOUT THE STUDY OF EARLY DISCHARGE
PATIENTS AND NORMAL STAY PATIENTS

I am interested in learning more about the experiences of mothers

and their babies during the first few weeks after delivery. The more we
can learn about mothers and their babies, the better we will be able to ■
help during this time period.

I plan to visit your home once when the baby is approximately

bbirty days of age. At that time I will ask you to fill out a short ques
tionnaire about what babies are like.

information will be kept confidential and code numbers will

be used on the questionnaires to eliminate identifying you personally.
Linda Bertucci, R.N.
Maternal-Child Nurse

CONSENT TO PARTICIPATE IN RESEARCH

I have considered the above statements and hereby give my free
and voluntary consent to participate in the study of mothers and infants
under the supervision of Linda Bertucci, R.N., Loma Linda University, and
in witness thereof I have signed this consent. I understand that I am

free to withdraw from participation in the study at any time without
resulting in any prejudice toward me.

Signed

Date

Witness
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Code No.

NEONAT^ PERCEPTION INVENTORY II

MULTIPASAE AND PRIMIPARAeV
YOUR BABY

You have had a chance to live with your baby for a month now. Please check
the blank you think best describes your baby.

How much crying has your baby done?

a great deal

a good bit

moderate amount

very little

none

How much trouble has your baby had, feeding?

a great deal'

a good bit

moderate amount

very little

none

How much spitting up or vomiting has your baby done?

a great deal

a good bit

moderate amount

very little

none

How much difficulty has your baby had in sleeping?

a great deal

a good bit

moderate amount

very little

none

How much difficiilty has your baby had with bowel movements?

a great deal

a good bit

moderate amotint

very little

none

How much trouble has your baby had in settling down to a predictable
pattern of eating and sleeping?

a great deal

a good bit

moderate amount

very little

none
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Code no.

NEONATAL PERCEPTION INVENTORY I

PRIMIPARAE
AVERAGE BABY

Although this is your first baby, you probably have some ideas of what most
little babies are like.

Please check the blank you think best describes the

AVERAGE baby.

How much crying do you think the average baby does?
a great deal

a good bit

laoderate amount

very little

none

How much trouble do you think the average baby has in feeding?

a great deal

a good bit

moderate amount

very little

none

How much spitting up or vomiting do you-think the average baby does?

a great deal

a good bit

moderate amount

very little

none

How much difficulty dp you think the average baby has in sleeping?
a great deal

a good bit

moderate amount

very little

none

How much difficulty does the average baby have with bowel movements?
a great deal

a good bit

moderate amount

very little

none

How much trouble do you think the average baby has in settling down to a
predictable pattern of eating and sleeping?

a great deal

a good bit

moderate amount

very little

none
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Code No.

NEONATAL PERCEPTION INVENTORY I

MULTIPARAE

AVERAGE BABY

As an experienced mother, you probably have some ideas of what most little

babies are like. Please check the blank you think best describes your im
pression of what the AVERAGE baby is like.

How much crying do you think the average baby does?

a great deal

a good bit

moderate amount

very little

none

How much trouble do you think the average baby has in feeding?
a great deal

a good bit

moderate amount

very little

none
V'

Hc>w much spitting up or vomiting do you think the average baby does?
a great deal

a good bit

moderate amount

very little

none

How much difficulty do you think the average baby has in sleeping?
a great deal

a good bit

moderate amount

very little

none

How much difficulty does the average baby have with bowel movements?

a great deal

a good bit

moderate amount

very littie

none

How much trouble do you think the average baby has in settling down to a
predictable pattern of eating and sleeping?
a great deal

a good bit

moderate amount

very little

none
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LOMA LIfraA UNllmRSITY
Graduate Program in Nursing

•

Approval Date:

March 15, 1977

Mrs, Linda Bertucci
15531 Oakcliff

Westminster, CA 92683
Dear Mrs. Bertucci:

The Ethics in Nursing Research Committee has reviewed the proposal you
submitted for a research study to partially fulfill the School of Nursing

requirements for a piaster of Science degree from Loma Linda University,
The committee has voted that your study is:
Approved as submitted.

Approved after the attached recommended changes have been made
and a memo from your committee chairman to this effect has been
received by the committee chairman.

Not approved as submitted to the committee. See the attached
comments for recommended changes. Must be resubmitted prior
to any data collection.

_______ Deferred to:

URACHE

'

Other

Major Advisor

____ Research Chairman

Advisor

Please see attached comments regarding this action.

Please contact the Chairman of the Ethics in Nursing Research Committee if
you have questions related to the decision of the Committee, If any changes
are made in the hypothesis, tool, consent form, or the procedure for data
collection, this proposal must be resubmitted to this Committee,

We pray that the Lord will continue to bless your endeavors.
Sincerely,

Evelyn L, Elwell, Chairman
Ethics in Nursing Research Committee
ELE:lw

cc:

Research Committee Chairman

~ Clarice Woodward
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RECOMMENDATIONS AND COMMENTS
OF THE

ETOICS IN NURSING RESEARCH COMMITTEE

The second line of the second paragraph of the consent form to read;
"At that time I will ask you to fill out short questionnaires about
what babies are like."
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15531 Oakclifi

Westminster, CA 92683
March 31, 1977
Mrs. Alice Peone, R.N.
Director of Nursing Service
St. Joseph Hospital
Orange, CA 92667
Dear Mrs. Pepne;

As a graduate student in nursing I am investigating the relationship between
early discharge of maternity patients and maternal perception of the neonate.
"Early Diischarge and Its Effect on Maternal Perception of the Neonate," is to
meet part of the requirements for a master's degree in nursing at Loma Linda
University. I am hereby requesting permission to involve patients and their
records from St. Joseph Hospital in my study. My research advisor, Clarice
Woodward, has approved this research thesis and I have obtained approval from
the Loma Linda University Ethics in Nursing Research Committee.

The proposed research will be descriptive and prospective in nature. It will
irivdlve having early discharge and normal stay patients fill out a questionnaire
at thirty days postpartum on their perception of what babies are like. The
questionnaire will take ten minutes of the patient's time to do and no risk td the
patient is anticipated. I will obtain the physiGian's consent and approval to in
clude each patient in the study prior to contacting the patient for her consent.
Confidentiality of the patients' responses and the right to withdraw from the
Study without prejudice will be assured for each patient.

With your permission I would like to begin data collection during the first two
weeks in April. I expect to collect data on thirty patients in a period of two to
three months. I will be happy to make an appointment with you to discuss this
research further if you desire and to share the findings of the study after its
completion. Space has been provided on the attached letter from the graduate

program for your reply. If you approve, please return the enclosed self-addressed
post card. Thank you for your assistance.
Sincerely,

Linda Bertucci, R.N.

Graduate Program in Nursing
Loma Linda University School of Nursing
Loma Linda, CA 9235^.
Enclosures

LB;pc

HORNIER RADGUFFE'-MEMORJAL
LINDA UNIVERSSW

LOMA,LINDA, CALIFORNSA
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X, You may proceed.
_ I would like to talk to you.

Signed
Date

w3
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